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increases	 both	 productivity	 and	 efficiency	 in	 health	 systems.1	 Task-	
sharing	can	make	more	efficient	use	of	the	human	resources	currently	
available	by	 reallocating	 tasks	among	healthcare	workers;	 for	exam-
ple,	enabling	lay	and	midlevel	healthcare	professionals	such	as	nurses,	
midwives,	medical	doctors,	and	community	health	workers	to	provide	
clinical	 tasks	 and	 procedures	 that	would	 otherwise	 be	 restricted	 to	
higher-	level	cadres.2
Ghana	 has	 expanded	 nurses’	 roles	 or,	 in	 some	 cases,	 has	 pro-
vided	 nurses	 with	 additional	 training	 to	 perform	 tasks	 that	 were	
previously	 ascribed	 to	 only	 physicians.	These	 are	 generally	midlevel	
cadres	defined	by	 the	Ghana	Health	Service	as:	 “the	person	 trained	
to	 support	 the	highly	 trained	health	 professionals	 and	 can	hold	 the	
fort	in	the	absence	of	the	professional”.3	In	the	early	1990s,	midwives	
were	 trained	 in	manual	vacuum	aspiration	 (MVA)	 to	 control	 uterine	
	bleeding.	During	that	period,	a	training	curriculum	for	health	assistants	
18  |     Aborigo ET AL.
to	support	nurses	was	developed	and	implemented.	In	2002,	a	strat-
egy	to	train	substitutes	for	doctors	(medical	assistants)	was	proposed	








Accumulated	 evidence	 suggests	 that	where	 abortion	 is	 legal	 on	
broad	socioeconomic	grounds	and	on	a	woman's	request,	and	where	
safe	services	are	accessible,	unsafe	abortion	and	abortion-	related	mor-
tality	 and	morbidity	 are	 reduced.6–10	The	 literature	 further	 confirms	
that	where	 there	 are	 liberal	 abortion	 laws,	 unsafe	 abortion	 and	 its	
attendant	problems	of	morbidity	and	mortality	drastically	reduce.10,11 
In	Ghana,	the	abortion	law	was	formulated	in	1985.	The	law	allowed	





wives	at	 the	primary	care	 level	 to	provide	postabortion	care.	 It	also	
showed	the	acceptability	of	this	care	by	women,	healthcare	providers,	
community	leaders,	and	policy	makers.13	Thus,	a	reproductive	health	



















with	midwifery	skills	to	perform	first-	trimester	procedures.15 To ensure 









wives,	medical	 assistants	 or	 physician	 assistants,	medical	 practitioners,	
and	obstetricians/gynecologists	who	are	trained	 in	midwifery	and	have	




vices	 nor	 manage	 complications	 from	 abortion	 procedures;	 however,	
pharmacists	can	dispense	misoprostol	and	mifepristone	on	prescription.	
Management	of	complications	at	the	community	level	by	traditional	birth	









Table	 1	 adapted	 from	 the	 third	 edition	 of	 the	 “Prevention	 and	



















2  | MATERIALS AND METHODS
2.1 | Study setting
The	 study	was	 implemented	 in	Ghana,	which	 has	 a	 population	 of	






heavy	massage,	excessive	physical	 activity,	 and	use	of	 all	 kinds	of	
unknown	tablets)	used	to	induce	abortion	make	up	more	than	27%	
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of	abortions	carried	out.21	More	than	one	in	10	pregnancy-	related	
deaths	occur	as	a	result	of	an	unsafe	abortion	and	for	every	woman	



















for	 the	policy	or	contributing	to	the	policy	 framework,	 implementa-
tion,	monitoring,	or	evaluation.	Respondents	were	typically	heads	of	
the	agencies	but,	where	necessary,	members	who	were	more	familiar	
with	 the	agency's	 role	 in	 task-	sharing	 in	 abortion	care	were	 invited	
for	 the	 interview.	 Identification	 of	 the	 agencies	 was	 primarily	 via	
snowball sampling.
2.4 | Data collection
The	 lead	 researcher	 (RAA)	 conducted	 most	 of	 the	 interviews.	 A	
research	 assistant	 (EK)	with	more	 than	 2	 years’	 experience	 in	 con-








(>9 wk) D&C D&E
Management of 
complications
Community CS 0 0 0 0 0 0
PH 0 0 0 0 0 0
TBA 0 0 0 0 0 +
CHO* 0 0 0 0 0 +
CHO + + 0 0 0 +
Subdistrict CS 0 0 0 0 0 0
PH 0 0 0 0 0 0
MW + + 0 0 0 +
MA* 0 0 0 0 0 +
MA + + 0 0 0 +
District CS 0 0 0 0 0 0
PH 0 0 0 0 0 0
MW + + + 0 0 +
MP + + + + + +
OBS + + + + + +
Regional CS 0 0 0 0 0 0
PH 0 0 0 0 0 0
MW + + + 0 0 +
MP + + + + + +
OBS + + + + + +
Teaching	hospital MW + + + 0 0 +
MP + + + + + +
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interviews	were	 conducted.	On	 two	occasions,	 the	 study	 team	had	
to	 talk	 to	 two	 individuals	 from	an	 agency	 to	better	understand	 the	
agency's	 contribution	 to	 the	 policy	 shift.	Consent	was	 sought	 from	
the	respondents	to	audio	record	the	interviews.	The	interviews	lasted	
1–1.5	hours.	All	interviews	were	conducted	in	June	2018.
2.5 | Data processing and analysis
All	 interviews	 were	 audio	 recorded	 and	 transcribed	 verbatim.	 The	
transcripts	 were	 imported	 into	 NVivo	 version	 11	 software	 (QSR	
International;	 Melbourne,	 Vic.,	 Australia)	 for	 coding	 and	 thematic	
analysis.	 We	 predetermined	 codes	 using	 the	 interview	 guide	 and	
additional	codes	were	developed	for	concepts	that	were	not	initially	
captured	 by	 the	 guide	 but	 emerged	 inductively	 from	 the	 data.	We	




RAA	 coded	 all	 transcripts	 and	ES	 coded	 six	 of	 those	 transcripts	








tated	 task-	sharing	 in	 abortion	 care	 in	Ghana;	 (4)	 barriers	 to	 task-	
sharing	in	abortion	care;	and	(5)	opportunities	to	task-	share	beyond	
the	midwife.
3.1 | Motivation to task- share in abortion care
Stakeholders	described	the	health	system's	increasing	understanding	










ingly	 concerned	 about	 morbidity	 and	 mortality	 resulting	 from	
induced	 abortion	 and	 pregnancy-	related	 complications.	 One	
respondent	reported	high	maternal	deaths	related	to	abortion	com-
plications	at	the	Tamale	Teaching	Hospital	in	the	northern	region	of	
Ghana.	He	observed	 that	 instead	of	 accessing	 abortion	 care	 from	
health	 facilities,	 women	 were	 doing	 so	 from	 untrained	 persons.	




Abortion probably at some stage was the second leading 
cause of death among pregnant women. You always see 
hemorrhage and then a lot of the time abortion comes 
even before pre- eclampsia so it was a concern and it was 
something that was preventable either with family plan-
ning or safe abortion services. Untrained people were 
offering unsafe abortion because we [GHS] didn't offer the 
service. They went to quacks and barbers and all sorts of 
characters who were doing it for them. Taking herbal con-
coctions, dangerous poisons just to induce abortion and 
so by offering the service we averted all those deaths. Key	
informant	interview,	GHS01
3.2 | The role of the stakeholders





…That is our job and everybody is just helping us… If you 
look at our policy and standards, by 2002/2003 when 
we did our second review, it said provide abortion care 
services—safe abortion care services, as permitted by 
law. …[W]e are in the lead; they [partner NGOs] are just 
here to help us implement our policy. Key	 informant	
interview,	GHS02
Ipas	 Ghana	 approached	 the	 Nursing	 and	 Midwifery	 Council	 and	
suggested	that	midwives	could	safely	provide	comprehensive	abortion	
care	in	Ghana	based	on	evidence	from	other	countries.	Ipas	then	worked	
with	 the	GHS	 to	develop	 the	standards	and	protocols	and	assisted	 in	
reviewing	the	curriculum	for	nursing	and	midwifery	training	institutions	
to	 include	 comprehensive	 abortion	 care.	 Ipas	 reported	 that	 although	
they	 succeeded	 in	 pushing	 for	 preservice	 training	 in	 comprehensive	
abortion	care,	the	didactic	training	was	not	sufficient	in	practice;	thus,	




sion	 of	midwives	 in	 abortion	 care,	 as	 described	 by	 a	 key	 informant	
from	the	Population	Council:
We've been at the forefront of trying to shape policy… 
we've been working very closely with the Ghana Health 
Service. We started with five international NGOs. Right 
now they are four and right now two of the organizations 
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are working in the area of increasing access to safe 
abortion. One working in the public sector, Ipas, and 
one in the private sector, Marie Stopes, and we coordi-
nate that group and work very closely with the Ghana 
Health Service. Out of this consortium that is where the 
task- sharing with the midwives to be able to provide the 
abortion services came from. Key	 informant	 interview,	
Population	Council
While	 Ipas	 supports	 the	GHS	 to	 train	midwives	 in	 the	public	 sec-








ulties	 are	 affected	 by	 the	 pregnancy.	 Ipas	 is	 of	 the	 view	 that	 the	
service	 should	 be	 covered	 under	 the	 National	 Health	 Insurance	
Scheme	 (NHIS).	They	 argued	 that	 no	woman	has	 sex	 just	 to	have	
an	 abortion;	 thus,	 if	 women	 are	 faced	 with	 the	 difficult	 decision	
to	have	an	 abortion,	 they	 should	have	 it	 for	 free	 and	 they	 should	
receive	adequate	counseling	 to	avoid	a	 repeat	abortion	due	 to	an	
unwanted,	 unplanned,	 and	 mistimed	 pregnancy.	 Abortion	 care	
should	be	treated	as	any	other	medical	procedure,	as	described	by	
an	Ipas	interviewee:
When you have a headache, you go to hospital, when you 
have malaria you go to hospital, when you need a termina-
tion you should also go to the hospital, take a folder and go 
through the process like any other medical condition. Key	
informant	interview,	Ipas
3.3 | Facilitating factors for task- sharing in abortion 
care in Ghana
Stakeholders	 recounted	 that,	 in	 the	past,	 abortion	was	performed	
by	 doctors	 because	 it	 was	 done	 in	 the	 theater	 using	 curettes.	




stakeholders,	 Ghana's	 law	 on	 abortion	 care	 only	 permitted	medi-
cal	 practitioners	 to	 provide	 the	 service,	which	 vaguely	 suggested	
“medical	officers”	were	the	only	ones	allowed.	According	to	stake-
holders,	the	ratio	of	medical	officers	to	the	population	who	needed	
the	 service	 was	 highly	 disproportionate.	 In	 addition,	 there	 were	





I think they took advantage of the law being flexible and 
then started pushing, advocating for the provision of the 
service. You know formerly it was only gynecologists who 
were providing abortion services; they wouldn't even 
allow the midwives. But looking at the laws vis a vis the 
standards and protocols and the guidelines of the Ghana 
Health Service that is why other cadres of health service 
providers, like the midwives, were brought in. Looking 
at the first trimester of abortion, it is not very compli-
cated when it comes to providing abortion services. So 
they took advantage of that and added the midwives 
and trained them to provide the service. Of course before 
then a lot of advocacy had been done. Key	 informant	
interview,	PPAG
For	most	 stakeholders,	midwives	 are	 already	using	 skills	 that	 they	
acquired	during	their	training	to	save	the	lives	of	women	with	complica-
tions	and	therefore	including	them	in	abortion	care	was	not	new.
For comprehensive abortion care, they are midwives they 
have the skills already; what you needed to do to them 
was to give them additional training; they are already in 
their domain of training. If they are to do deliveries they 
enter the uterus anyway, they do hand manual removal 
of the placenta so they know the anatomy of the female 
organ, they know what the uterus is, they know what the 
tubes are. When a woman ruptures they know, so that is 
their domain; the addition is the additional procedure. Key	
informant	interview,	GHS01
Stakeholders	 also	 felt	 that	 there	 is	 a	 high	 number	 of	 midwives	
and	 Ghana's	 flagship	 program	 for	 primary	 health	 care22	 allows	 for	
the	placement	of	midwives	 in	communities,	thus	making	them	more	
accessible	to	rural	residents	than	medical	doctors.





opposed	 the	 expansion	 of	 abortion	 care	 to	 include	 midwives.	 The	
Ghana	Medical	Association	did	not	oppose	the	policy,	as	was	articu-
lated	by	one	of	the	respondents:
No, there has not been any official resistance. As I indi-
cated, there were a few individuals who opposed the 
midwives in their facilities from providing the services 
but it is not on a large scale and the Ghana Medical 
Association has not come out to condemn the inclusion 
of midwives. There has not been any official statement 
or authority from the Ghana Medical Association; they 
rather want the service to reach every corner of the 
country. Key	 informant	 interview,	 Komfo	 Anokye	
Teaching	Hospital
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respondents	 indicated	 that	 there	 were	 regular	 mass	 education	 cam-
paigns	on	 radio,	TV,	 and	other	 public	 platforms	 to	 sensitize	 the	pop-
ulation	 to	 the	policy	and	 to	 inform	them	about	 the	availability	of	 the	






services	 by	 charging	 huge	 sums	 of	 money	 before	 providing	 it.	 The	





And there is no regulation as to how many months, oh its 
two months oh he says ok then pay 1000, four months old 
I will charge you 2000. It is a sort of bargaining procedure 
and they are getting a lot of money and anything above 
one month 150 Ghana Cedis or 200 Ghana Cedis or 1000 
Ghana Cedis so people are making money. Key	informant	
interview,	GHS01











midwives	 refuse	 to	 provide	 the	 service	 after	 attending	 the	 train-
ings	 because	 relatives,	 especially	 their	 spouses,	 did	 not	 approve	
of	 it.	 Others	 stopped	 providing	 the	 service	 because	 their	 pastors	
preached	 against	 it.	 In	 some	 communities,	 providers	 are	 stigma-
tized	 by	 both	 community	members	 and	 their	 colleagues	 as	 “abor-
tion	 nurses”	 and	 all	 their	 properties	 are	 tagged	 as	 things	 bought	
with	 “abortion	 money.”	 In	 addition,	 community	 members	 believe	
that	female	abortion	providers	who	have	challenges	with	childbirth	
are	cursed	because	they	provide	abortion	services.	Some	of	 these	
providers	 are	 conscientious	 objectors	 because	 they	 are	 undergo-
ing	medical	procedures	to	get	pregnant	while	part	of	their	job	is	to	
abort	pregnancies.
What is really a problem with abortion in Ghana is stigma; 
the judgment. Even a married woman to go and have 
abortion has some reservation in terms of stigma and that 
stigma is not self- stigma; most of the time, it's the client 
service provider stigma. The stigma, once you are pregnant 
and you want to have an abortion it means you have been 
promiscuous. If I'm a married woman, I have a child eight 
months and I realize that I am pregnant again and go for 
abortion there is still some stigma, judgmental. Why did 
you allow yourself to get pregnant after eight months? It 
means that you are promiscuous or you like sex too much. 
…you know your psyche; abortion means that you had sex 
and sex is not a good thing to talk about - that is the chal-
lenge. Key	informant	interview,	GHS01
Stakeholders	 described	 how,	 as	 part	 of	 the	 policy,	 providers	 are	
paired	with	mentors	who	hold	mentor–mentee	meetings	to	discuss	chal-
lenges,	 including	conscientious	objection.	They	reported	 that,	 through	
the	values	clarification	exercise,	agencies	assist	providers	to	transform	








in	 rural	 areas;	meanwhile,	 opportunities	 still	 exist	 for	 task-	sharing	
in	 abortion	 care	within	 the	 healthcare	 system.	 For	 instance,	most	
of	 the	 stakeholders	 were	 of	 the	 view	 that	 even	 though	 medical	
or	 physician	 assistants	 do	 not	 have	midwifery	 training,	 they	 have	
been	conducting	deliveries;	 thus,	 they	could	be	trained	to	provide	
abortion	care.
It's possible to go a step further especially if you look at 
medical abortion. As long as we can build the needed 
capacity for people to be able to determine the age of 
pregnancies adequately and other related things like pick-
ing up ectopic pregnancies and all that, then yes we might 
get to a point where we want to go beyond midwives just 
for medical abortion. Because surgical abortion we might 
need much longer time to do that. So medical assistants 
are clearly one cadre that we can use, so you go to a typical 
public facility, the medical assistant supervises the mid-
wives. At a typical health center for instance where there is 
a medical assistant and there is a midwife, so the medical 
assistant is considered head of the facility and the midwife 
works under the medical assistant. And yet when it comes 
to the law, the medical assistant is not allowed to provide 
abortion care and the midwife is allowed. Key	informant	
interview,	MSI








dent	 from	 the	GHS	 felt	 that	 inclusion	of	midwives	was	 sufficient	 and	
there	was	no	need	to	include	other	cadres	of	health	workers.
If you look at the policy I showed you, the policy is that 
all midwives are allowed to do so there are many mid-
wives that we can continue to train. Many midwives 
come out all the time so we will continue reviewing that. 
We don't need to take a new cadre but there are enough 
midwives who are everywhere. Those who are willing and 




They are getting pregnant in the villages, in the commu-
nities, so again I don't see why a CHO who has gone for 
two years training cannot be trained two weeks in addition 
[to provide the service]. Key	informant	interview,	GHS01












healthcare	workers	 to	 allow	 lay	 and	midlevel	 healthcare	 professionals	
to	provide	clinical	tasks	and	procedures	safely	that	would	otherwise	be	
restricted	 to	higher-	level	cadres.	Ghana	has	been	successful	 in	sharing	
clinical	 responsibilities	 between	 medical	 doctors	 and	 midwives	 partly	
because	the	global	initiative	on	task-	sharing	supported	it.	The	policy	to	





healthcare	 providers	 should	 be	 trained	 in	 services	 close	 to	 their	 job	
descriptions	to	make	task-	sharing	more	efficient.23	In	Ghana,	midwives	







to	 earn	 their	 professions.	 Studies	 in	 sub-	Saharan	Africa	 have	 shown	
safe	outcomes	for	midlevel	providers	such	as	nurses,	physician	assis-
tants,	and	midwives	trained	in	medical	abortion	services.25,26
Opportunities	 still	 exist	within	 the	GHS	 for	 further	 expansion	of	
health	worker	roles	in	abortion	care.	Current	advocacy	efforts	focus	on	
the	inclusion	of	medical	or	physician	assistants,	pharmacists,	and	com-









these	midlevel	 providers	 can	 provide	 first-	trimester	MVA	 and	medi-
cal	abortion	as	safely	and	effectively	as	physicians	and	midwives.26,27 
Because	CHOs	work	 in	 remote	communities,	 it	might	not	always	be	
practical	to	refer	women	in	need	of	abortion	care	to	other	facilities—
most	may	have	difficulty	 traveling	 the	 long	distances	or	meeting	 the	











In	 conclusion,	 task-	sharing	 in	 abortion	 care	 has	 been	 embraced	
by	 the	 health	 service	 in	 Ghana	 to	 improve	 access	 to	 safe	 abortion	
services.	 Factors	 such	 as	 availability	 of	 data	 on	 the	 contribution	 of	











24  |     Aborigo ET AL.
AUTHOR CONTRIBUTIONS
RAA	designed	 the	 research,	planned	 the	data	 collection,	 conducted	
the	research	and	data	analysis,	and	led	the	manuscript	writing.	CAM	








Bank	 Special	 Programme	 of	 Research,	 Development	 and	 Research	
Training	 in	Human	 Reproduction	 (HRP),	 a	 cosponsored	 programme	
executed	 by	 the	 World	 Health	 Organization	 (WHO).	 The	 authors	














	 3.	 Ministry	of	Health.	Ghana Human Resource for Health Country Profile. 
Accra:	Ghana	Health	Workforce	Observatory;	2011.
	 4.	 Adjase	ET.	Physician	assistants	in	Ghana.	JAAPA.	2015;28:15.
	 5.	 World	Health	Organization.	Global Health Workforce Alliance. Country 








	 8.	 Kahan	RS,	Baker	LD,	Freeman	MG.	The	effect	of	 legalized	abortion	
on	morbidity	 resulting	 from	criminal	abortion.	Am J Obstet Gynecol. 
1975;121:114–116.
	 9.	 Latt	 SM,	Milner	A,	 Kavanagh	A.	Abortion	 laws	 reform	may	 reduce	
maternal	 mortality:	 An	 ecological	 study	 in	 162	 countries.	 BMC 
Womens Health.	2019;19:1.
	10.	 Faúndes	A,	Shah	IH.	Evidence	supporting	broader	access	to	safe	legal	
abortion.	Int J Gynecol Obstet.	2015;131(Suppl.	1):S56–S59.
	11.	 World	 Health	 Organization.	 Safe Abortion: Technical and Policy 





NJ,	 eds.	 Postabortion Care: Lessons From Operations Research. New 
York,	NY:	Population	Council;	1999.
	14.	 Ministry	 of	 Health.	 National Reproductive Health Service Policy and 
Standards.	Accra:	Ghana	Health	Service/Ministry	of	Health;	2003.




of	the	literature.	Afr J Reprod Health.	2014;18:17–35.
	17.	 Ghana	Health	Service.	Prevention and Management of Unsafe Abortion: 
Comprehensive Abortion Care Services. Standards and Protocols,	Third	
edition.	Accra:	Ghana	Health	Service/Ministry	of	Health;	2012.
	18.	 Ghana	Health	Service.	Reproductive Health Policy and Standards,	3rd	
edn.	Accra:	Ghana	Health	Service/Ministry	of	Health;	2014.
	19.	 Navrongo	 Health	 Research	 Centre.	 CHPS Verification Survey: 
Situational Analysis of CHPS in Ghana.	Navrongo:	NHRC;	2018.
	20.	 Ghana	 Statistical	 Service.	 2010 Population and Housing Census: 
Summary Report of Final Results.	Accra:	GSS;	2012.
	21.	 Ghana	Statistical	Service,	Ghana	Health	Service,	ICF.	Ghana Maternal 






community	 mental	 health	 workers’	 experiences	 and	 perceptions	
of	 their	 roles	 and	 scope	 of	 practice.	 Glob Health Action.	 2015;8: 
28955.
	24.	 Paul	M,	Gemzell-Danielsson	K,	Kiggundu	C,	Namugenyi	R,	Klingberg-
Allvin	M.	Barriers	 and	 facilitators	 in	 the	 provision	 of	 post-	abortion	
care	at	district	level	in	central	Uganda	–	a	qualitative	study	focusing	




Africa	 to	 achieve	 Universal	 Health	 Coverage:	 A	 narrative	 review.	 
J Reprod Health Contracept.	2018;3:20.
	26.	 Gomperts	R.	Task Shifting in the Provision of Medical Abortion. Thesis. 
Stockholm,	Sweden:	Karolinska	Institutet;	2014.




nicians	in	northern	Ghana.	Int J Gynecol Obstet.	2018;140:31–36.
